Ethnicity and coercion among involuntarily detained psychiatric in-patients by Bennewith, O et al.





Olive Bennewith,1 Tim Amos,1 Glyn Lewis,1, Christina Katsakou,2 Til Wykes,3 
Richard Morriss,4 Stefan Priebe2

1Academic Unit of Psychiatry, Cotham House, Cotham Hill, Bristol BS6 6JL, UK: Olive Bennewith, Research Associate; Tim Amos, Senior Lecturer in Psychiatry; Glyn Lewis, Professor of Psychiatric Epidemiology
2 Unit for Social & Community Psychiatry, Barts and the London School of Medicine, Queen Mary, University of London, UK: Christina Katsakou, Research Fellow; Stefan Priebe, Professor of Social and Community Psychiatry
3 Department of Psychology, Institute of Psychiatry, De Crespigny Park, PO Box 77, London SE5 8AF: Til Wykes, Professor of Clinical Psychology and Rehabilitation
4 University of Nottingham, Division of Psychiatry, South Block, A Floor, Queen's Medical Centre, Nottingham, NG7 2UH, UK: Richard Morriss, Professor of Psychiatry.







We assessed whether adult Black and minority ethnic (BME) patients experienced more coercion than similar White patients. We found no evidence of this from patient interviews or from hospital records.  The area (mental health trust) where people were treated was strongly associated with both the experience of coercion and the recording of a coercive measure in their records. Regarding charges of institutional racism in psychiatry, this study highlights the importance of investigating the role of area characteristics when assessing the relationship between ethnicity and patient management. 

Declaration of interest: None. 
INTRODUCTION
Accusations of institutional racism in psychiatry have been made for several years in the US and UK.1-3   One area of investigation has been the use of inpatient coercion; three studies have reported higher levels of coercion; among Black and ethnic minority (BME) psychiatric inpatients compared with White patients.4-6  However, in the one study that carried out more complex analyses, ethnic differences in coercion were explained by adjustment for factors that differed according to ethnic background.4  In our study of detained inpatients we obtained information from both self-report and hospital records, collected at different times during the hospital stay.   Our hypothesis was that detained BME patients would experience more coercion than White patients.

METHOD
Twenty-two hospitals managed by eight mental health trusts, located in London and in the south-east, the north-west and the south-west of England, participated in a study of involuntary hospital admissions.7  Patients aged 18-65 years who had been admitted under Sections 2, 3, or 4 of the Mental Health Act 1983, or who became involuntary patients within a week of admission, were recruited between July 2003 and July 2005.  Recruitment took place during the 7-day period following admission and interviews were carried out at baseline and at 4 weeks after admission.  Following approval by the Patient Information Advisory Group, demographic data were obtained for all eligible patients.  Participants were asked to indicate their ethnicity using the 16 categories from the 2001 census.  Owing to the small numbers in some categories, for analysis data on ethnicity were collapsed into 4 categories: White, Black, Asian and mixed ethnicity.

At baseline and at 4 weeks after admission, those consenting to be interviewed indicated on the Coercion Ladder, a ten-point visual analogue scale based on the Cantril’s ladder)8,9 the level of coercion they had experienced (see data supplement 1).
Information on forced medication, use of restraint and seclusion was obtained from participant interviews (see data supplement 1), and from interviewees’ records during the first 4 weeks of hospital stay. 

Logistic regression models were used to estimate odds ratios for our outcomes and for adjustments.  Three outcome variables were used: a patient score of 10 on the Coercion Ladder at baseline or at 4 weeks; a patient report of any coercive measure; and a record of a coercive measure in the notes.   Statistical analyses were carried out using Stata version 9.0 for Windows.

RESULTS
About half (n=778) of the 1570 eligible patients consented to be interviewed. Recruitment was similar across ethnic groups (data supplement 2).  Information on ethnicity was recorded for 773 of the 778 patients interviewed. Of these, 73.0% (n=564) were White, 17.9% (n=138) Black, 6.1% (n=47) Asian and 3.1% (n=24) of mixed ethnicity.  Three–quarters of the participants of Black or Asian ethnicity were recruited from 2 hospitals managed by one mental health trust in inner London.  Nearly three-quarters of patients (70.5%, n=545) interviewed at baseline agreed to a second interview 4 weeks after admission. Retention rates were similar across ethnic groups (data supplement 2).  Both eligible patients and interviewees in the BME groups were younger, more likely to be male and to have a diagnosis of schizophrenia. 

Many patients (249 of 716; 34.8%, 95% CI 31-38) reported that the maximum level of coercion had been used during their admission. Such reports were more frequent among Black patients (Table 1). However, this association was largely explained in terms of the mental health trust;  trusts with higher than average coercion had more patients from ethnic minorities, and in the adjusted model we found an association between mental health trust and perception of coercion (χ2=32.19, d.f.=7, p<0.01) but not between ethnicity and coercion.  At 4 weeks, 15.6% (95% CI 13-19) of participants reported maximum coercion.  There was no evidence of association with ethnicity before or after adjustment (Table 1).  About half (52.1%, 95% CI 48-56) of the interviewees reported restraint, enforced medication or seclusion. There was no evidence for an association between ethnicity and use of these coercive measures. There was a significant association between mental health trust and use of a coercive measure after adjustment (χ2=20.42, d.f.=7, p<0.01). Only a quarter (95% CI 22-28) of patients had a hospital record of a coercive measure.  There was a difference in the use of such measures across ethnic groups, but not after adjustment.   The two mental health trusts with the highest proportion of ethnic minorities had more frequent use of coercive measures (χ2=20.17, df=7, p<0.01)

DISCUSSION
We found no association between ethnicity and patient perception of coercion at admission or during the first 4 weeks after admission.  There was also no association between ethnicity and either self-reported or hospital record of a coercive measure being used during the first 4 weeks of hospital stay.  The treating mental health trust was strongly associated both with patient experience of coercion at admission and with whether a coercive measure was recorded in the patient’s notes.  People from ethnic minorities, particularly Black patients, were more likely to be in hospitals that were perceived to be more coercive.  This explained the apparent association between BME and coercion in some unadjusted analyses and highlights the importance of adjusting in analyses for factors that may explain apparent associations. Our results on coercive practices do not support the suggestion that institutional racism is common in UK mental health services. However, the wide confidence intervals mean that we cannot exclude the possibility of a clinically important association between some of these coercive factors and ethnicity, and the generalisability of these results also needs to be investigated.

A strength of this study was our sample size and the number and geographical spread of mental health trusts involved in patient recruitment.   Previous studies of ethnicity and coercion in the UK recruited only from hospital wards in London and relied on routine hospital records; or, where both patient self-report and information from notes was collected, the focus was on the admission process and the sample size was small.4,5,10   Sample size was also small in the US study.6  Though we recruited only half of the eligible population, response rates across ethnic groups were similar and this is reassuring in relation to the validity of our results. 
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	N	%†	UnadjustedOR (95%CI)	Adjusted OR (95% CI)‡
(a) Experience of coercion at admission				
Ethnicity				
Black 	130	45.4	1.77  (1.20 to 2.62)	1.11 (0.66 to 1.86)
Asian 	44	34.1	1.10  (0.58 to 2.11)	0.69 (0.33 to 1.47)
Mixed 	22	40.9	1.47 (0.62 to 3.52)	1.07 (0.43 to 2.64)
White*	520	31.9	1.00	1.00
			χ2=8.47, df=3, p=0.04	χ2=1.54, df=3, p=0.67
(b) Experience of coercion at 4 weeks 				
Ethnicity				
Black 	101	17.8	1.36 (0.75 to 2.45)	1.31 (0.60 to 2.88)
Asian 	29	24.1	1.99 (0.81 to 4.91)	2.13 (0.76 to 5.98)
Mixed	18	27.8	2.41 (0.82 to 7.05)	2.48 (0.81 to 7.59)
White*	363	13.8	1.00	1.00
			χ2=4.45, df=3, p=0.22	χ2 =3.70, df=3, p=0.30
(c) Experience of a coercive measure				
Ethnicity				
Black 	  98	57.1	1.37 (0.87 to 2.14)	1.11 (0.62 to 2.01)
Asian 	  32	62.5	1.71 (0.81 to 3.60)	1.44 (0.62 to 3.34)
Mixed 	  18	61.1	1.61 (0.61 to 4.25)	1.69 (0.62 to 4.63)
White*	383	49.4	1.00	1.00
			χ2 =4.16, df=3, p=0.25	χ2 =1.46, df=3, p=0.69
(d) Hospital record of a coercive measure				
Ethnicity				
Black 	102	39.2	2.19 (1.47 to 3.27)	1.09 (0.66 to 1.81)
Asian 	33	27.3	1.59 (0.82 to 3.06)	0.79 (0.38 to 1.64)
Mixed 	18	33.3	1.54 (0.62 to 3.80)	0.99 (0.39 to 2.54)
White*	392	19.6	1.00	1.00
			χ2=15.13, df=3, p<0.01	χ2 =0.79, df=3, p=0.79

       
* reference category
† perception of level of coercion experienced=10 (maximum level)
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a) Interview item read to participants prior to completion of the Coercion Ladder at   
    baseline:- 


If you think of your own admission to this hospital this time, try to consider if you were subjected to any kind of coercion, threats, pressure, persuasion or inducements (bribes). What step on the ladder below best corresponds to the amount of pressure from others that you experienced when you were admitted, and mark this step with an X. For instance, if you chose to come without any pressure, put an X on step 1, but if you were subjected to the maximum use of force, then you put the X on step 10.


b) Interview questions at 4 weeks post-admission on the use of coercive measures:-

Have you been subjected to forced medication?

Have you been held down or tied down in any way?















Mean (SD)	39.6 (12.1)	34.6 (9.9)	35.2 (11.2)	33.8 (12.5)
Range	18-65	18-63	18-64	18-63
Gender				
Male (%)	575 (51.2)	157 (63.8)	57 (61.3)	24 (53.3)
Female (%)	536 (48.2)	89 (36.2)	36 (38.7)	21 (46.7)
Diagnosis†				
Schizophrenia (%)	447 (51.4)	165 (72.7)	58 (69.1)	25 (61.0)
Affective (%)	274 (31.5)	38 (16.7)	17 (20.2)	10 (24.4)
Other (%)	149 (17.1)	24 (10.6)	9 (10.7)	6 (14.6)
Mental Health Trust				
Inner City London trust (%)‡	134 (12.1)	167 (67.9)	56 (60.2)	16 (35.6)
				
Interviewed <10 days after admission  (% of eligible patients)	   564 (50.8)	138 (56.1)	47 (50.5)	24 (53.3)
Age*				
Mean (SD)	38.6 (11.8)	33.1 (8.6)	32.7 (8.9)	33.3 (10.3)
Range	18-65	18-54	18-50	18-55
Gender				
Male (%)	333 (58.7)	96 (68.6)	15 (62.5)	35 (62.5)
Female (%)	234 (41.3)	44 (31.4)	  9 (37.5)	  9 (37.5)
Diagnosis§				
Schizophrenia (%)	240 (48.7)	96 (72.2)	32 (69.6)	15 (62.5)
Affective (%)	165 (33.4)	22 (16.5)	  9 (19.5)	  5 (20.8)
Other (%)	  88 (17.9)	15 (11.3)	  5 (10.9)	  4 (16.7)
Mental Health Trust				
Inner City London trust (%)‡	  80 (14.2)	104 (75.4)	35 (74.5)	10 (41.7)
				
Interviewed 4 weeks after admission (% of those interviewed at t1)	392 (69.5)	102 (73.9)	33 (70.2)	18 (75.0)
Age*				
Mean (SD)	38.6 (12.0)	33.2 (8.7)	32.5 (9.0)	33.6 (9.5)
Range	18-65	18-53	18-50	19-55
Gender				
Male (%)	224 (57.1)	74 (72.6)	26 (78.8)	11 (61.1)
Female (%)	168 (42.9)	28 (27.5)	  7 (21.2)	  7 (38.9)
Diagnosis‡‡				
Schizophrenia (%)	175 (49.9)	73 (73.7)	22 (68.9)	13 (72.2)
Affective (%)	126 (35.9)	18 (18.2)	  7 (21.9)	  3 (16.7)
Other (%)	  50 (14.3)	  8 (8.1)	  3 (9.4)	  2 (11.1)
Mental Health Trust				
Inner City London trust (%)‡	51 (13.1)	78 (76.5)	22 (66.7)	  7 (38.9)
				
* denominators for this variable varied because of small amounts (<4%) of missing data  
†  information on diagnosis missing for 24/1111 (21.7%) White, 19 (7.7%) Black, 9 (9.7%) Asian, 4 (8.9) Mixed patients 
‡% of participants within each ethnic group recruited/interviewed at the 2 hospitals managed by this Trust
§Information on diagnosis missing for 74/564 (13.1) White, 7/138 (5.1%) Black, 1/47 (2.1%) Asian patients
‡‡ information on diagnosis missing for 41/392 (10.5) White, 3/102 (2.9%) Black, 1/33 (3.0%) Asian patients
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